).-Total white cells 10,600 per c.mm. Differential white count: Polys. 74%, lymphos. 180%, monos. 7%, eosinophils. 1% Blood sedimentationz rate (3.3.44).-52 mm. at 1 hr. (Westergren). Treatment.-As the blood sedimentation rate was rather high it was thought better to give Alepol 3% intramuscularlv twice a week rather than to give any intravenous or intradermal preparation for fear of provoking a lepra reaction. Nineteen injections were given commencing with 0-2 c.c. and gradually increasing to 5 c.c..
Comment.-At no time did he show any fever and only experienced a slight sweat the night after an injection whiclh was given at midday. There was no pain in the nodules during treatment. He has not developed any fresh lesions, neither has there been any obvious regression of the nodules. The hands are slightly cyanotic, but no patches of anmsthesia or diminution in pain sense have become evident. There was very slight nasal discharge one month ago, now none.
I should like to have the opinion of the Section as regards further treatment and possibly prognosis. If one can get the sedimentation rate down to about 10 mm. (first hour) I think the prognosis is favourable. The Kahn test was positive on two occasions. A Wassermann reaction was not performed but there is no history of syphilis. My Child, aged 6 years; has had relapsing sepsis of the head for the past two years. He has lived in Woking all his life. Favus was suspected because of the cicatricial patch on the vertex. The diagnosis was confirmed by the typical fungus appearance in some of the affected hairs. Typical scutula have not been seen. The scalp had a distinct musty smell on one occasion. There are eight other members of the family, and none of these is affected. The glabrous skin and nails are not affected. There is no history of contact with mice. The sepsis readily subsides on treatment with sulphathiazole cream.
Dr. J. E. M. Wigley: Dr. Goldsmith showed two cases of favus here in October 1943 who had lived in Hemel Hempstead all their lives. Dr. Barber also showed one in March 1942 who had always lived in Slough.
The patient, a hospital nurse aged 22, was first seen in the O.P. Dept. R.N. Hospital in October 1942, and admitted with a deep ulcer on the right leg and numerous active verrucose and papulonecrotic lesions, together with old healed scars of similar origin on the back, thighs, legs, and buttocks. These had been present for about a year and appeared to have followed acute rheumatism, tonsillitis and pericarditis in December 1941. On admission to the wards we found she had a negative Mantoux and W.R. test. No fungus on culture of purulent discharge from the ulcer and no tubercle bacilli were demonstrated.
The histology was regarded as "simple inflammatory" on the first occasion it was examined, but a month later scrapings from the base of the ulcer were reported as definitely tuberculous in structure. The Mantoux test was therefore repeated and now gave a strongly positive reaction clinically resembling the papulonecrotic lesions on the back. On December 24, 1942, sanocrvsin 0 075 g. was administered intravenously and on the next day the patient complained of aching of the knees, and fingers. Objectively there was a more or less general polyarthritis with some rise of temperature (99-100°F .) for several days. On December 28 I noted subungual haemorrhages and small purpuric nodules on the soles. By January 4 all these svmptoms had subsided and there appeared to be some improvement of the tubercular lesions. A month later the tonsils were enucleated without any reaction. On February 22, 1943, I curetted the ulcer on the right leg, and packed it with B.I.P. gauze. The scrapings from the lesion were pronounced as tuberculous on section, and as gold injection had proved so toxic it was decided to try the effect of a small dose of N.A.B. 0 3 g. was given intravenously on March 3 anid forty-eight hours later she complained of severe headache, then acute pain in the chest accompanied by dyspnoea and pains in the arms. Next day there was a recurrence of the pain and swelling of the wrists and ankles, together with the appearance of fresh necrotic lesions on the forehead, neck and pads of the finger-tips. A similar type of lesion appeared on the tongue and later became a painful ulcer. There was an associated pyrexia, 99-100°F., and marked mental depressIon. After this reaction, which I regarded as a unique example of a non-specific allergy, no further injections were given and a month later the patient was transferred to the countrv, where she remained in a convalescent home on a salt-free diet and occasional ultra-violet light courses for about six months. She returned to the hospital this afternoon to report progress, and all her symptoms, including the intractable leg ulcer, are now in abevance.
Dr. W. Freudenthal: Dr. Semon's biopsy of a skin lesion showed a large amount of sarcoid and tuberculoid tissue in which after careful search a very small number of acid-fast bacilli were found. In addition to that, acid-fast granules were present. in connexion with these I should like to add a word of warning. Acid-fast granules alone, when found in skin sections, should always be interpreted with caution, as normally sweat glands contain acid-fast granules. This fact is not sufficiently known, and even experienced bacteriologists have mistaken these granules for the granular form of tubercle or leprosy bacilli. [May 18, 1944] Necrobiosis Lipoidica (Without Diabetes).-H. C. SENION, M.D.
The patient, a bachelor of 35, enjoys excellent health, and there is nothing significant in his history. A brother suffers from psoiriasis, a fact which in view of the modern theories of its pathogenesis from a disturbed hepatic function, is worthy of note.
The lesions which are present over the tibix of both legs first appeared without subjective symptoms about three and a half years ago. They have slowlv developed and now consist of smooth, waxy or translucent butter-tinted plaques. Over the left shin these have coalesced to form a spearhead-shaped lesion with the point directed downwards. It involves quite a third of the total surface of the front of the leg. A few dilated venules add to the bizarre appearances of this very characteristic example of the condition.
About three years ago he presented himself at Guy's and was seen by Dr. , 1933, 27, 714) .
Dr. Robert Klaber: My case was, in a sense, a classical one because it was associated with diabetes. On the other hand, there were certain unusual features which had not hitherto been described and which were absent, I believe, from most of the other cases since reported. There were doubly-refracting crystals (presumed cholesterol) in the centre of the lipoid nodule. Further, the lesions involuted rapidly as the diabetes came under control, whereas in most of the other cases reported with diabetes, its treatment has not influenced the skin lesions at all. The present case, of course, is one without diabetes and of these there are now a considerable number on record. No ulceration is present in this case, though I do not think that this is an essential feature. It seems possible that these non-diabetic cases, like the one first shown here by Dr. Goldsmith, may be less liable to ulceration. The present case certainly resembles Goldsmith's case more closely than mine.
